NEW YORK STATE FEE SCHEDULE FOR DENTAL SERVI CES

GENERAL | NFORVATI ON _AND | NSTRUCTI ONS

1. Rei nbursenent for services listed in the New York State Fee
Schedul e for Dental Services is limted to the lower of the fee
indicated for the specific service or the provider's usual and
customary charge to the general public. The Fee Schedul e has been
grouped into sections as follows:

Section Code Series

l. Di agnhostic 00100- 00999

. Preventive 01000- 01999

I, Restorative 02000- 02999

I V. Endodonti cs 03000- 03999

V. Peri odonti cs 04000- 04999

V. Prost hodontics, renovable 05000- 05899

VI, Maxi | | of aci al Prosthetics 05900- 05999

VI, I npl ant Servi ces 06000- 06199

I X. Prost hodontics, fixed 06200- 06999

X. Oral and Maxill of acial Surgery 07000- 07999

Xl . O thodonti cs 08000- 08999

Xl. Adj unctive General Services 09000- 09999
2. Article 28 facility reinbursenent is based upon a rate rather than
on fees for specific services rendered. Article 28 facilities use

rate codes when billing.

3. "BR': Wwen the value of a procedure is to be determ ned "By
Report" (BR), information concerning the nature, extent and need
for the procedure or service, the tinme, the skill and the

equi pnment necessary, must be furnished. Appropriate docunentation
(e.g., operative report, procedure description, and/or itenized
i nvoi ces) nust acconpany all clainms submitted.

4. " OPERATI VE REPORT": To be acceptable as "By Report" docunentation
the operative report nust include the follow ng informtion:

a. Diagnosis (post operative)

b. Size, location and nunber of |esion(s) or procedure(s) where
appropri ate.

c. Major surgical procedure and suppl enentary procedure(s).

d. Wienever possible, list the nearest similar procedure by
code number.

e. Estimated foll ow up peri od.

f. Operative tine.

"CH LDREN S DENTAL SERVI CES': Effective June 1, 2000, a child is
defined as anyone under age 21 years, except where otherw se
not ed. For services provided on or after April 1, 2001, the fee
published is applicable to both children and adults.
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6. "PRI OR APPROVAL": Payment for those |isted procedures where the
procedure code nunmber is underlined is dependent upon obtaining
the approval of the Departnment of Health prior to performance of

the procedure. |If such prior approval is not obtained, no

rei mbursenment will be nade. See the billing section of this Mnual

for information on conpletion and subnission of prior approval
requests.

7. A) “ SURFACE/ TOOTH QUADRANT/ ARCH’: Certain procedure codes require

specification of surface, tooth, quadrant and/or arch when

billing (fields 46 and/or 47). These specifications are

i ndicated after the procedure code description by the foll ow ng
abbrevi ati ons:

Speci fy surface: ( SURF)
Speci fy tooth: ( TOOTH)
Speci fy quadrant: ( QUAD)
Speci fy arch: ( ARCH)

When nore than one specification is required, both specifications
are included, for example, (SURF/ TOOTH).

B) “QUADRANT DESI GNATION': Wien procedures require quadrant
designation for billing, the follow ng designations should be
used on the claimform

UR = Teeth 1-8
UA = Teeth 6-11
UL = Teeth 9-16
LL = Teeth 17-24
LA = Teeth 22-27
LR = Teeth 25-32

No nmore than four quadrants are reinbursable during a single
course of treatnent.

C) “ARCH DESIGNATION': Effective June 1, 2000, when procedures
require arch desi gnation for billing, the follow ng
desi gnati ons shoul d be used:

AU = Arch, Upper
AL = Arch, Lower
Also see Billing Section of this Mnual for surface, tooth,

guadrant and arch desi gnati ons.

8. "MMS MDD FIERS": For services provided prior to June 1, 2000,
under certain circunstances, the MM S code identifying a specific
dental procedure nust be expanded by a nodifier to further define
the nature of the procedure.
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“I NTERRUPTED TREATMENT”: The following is a list of procedures
that nay be billed in a case of interrupted treatnment after the
date of the decisive appointnment. For exanple, a recipient |oses
Medi caid coverage after a decisive appointnment and failure to
complete the service would result in undue hardship to the
reci pient. Another exanple could be a case where treatnment was
interrupted for other reasons after a decisive appointnment that
did not result in a conpleted service. In a case of interrupted
treatment due to loss of eligibility before a decisive
appoi ntrent, partial reinbursenment may be considered. VWhen
billing for interrupted treatnent, use the billing code nost
relevant to the interrupted treatnent, as indicated below. In the
“Procedure Description” field, describe location and conplete
details of the procedure for which paynent is being requested. To
receive reinbursenment, the provider nust use as the date of
service on the claim form the date the decisive appointnent was

conpl et ed.

Type of Service Approved Billing | Deci sive Appoi nt nent
Procedur es Code
Space Mai nt ai ners 01510, 01515 00999 Toot h Preparation
Cr owns 02710- 02792 02999 Toot h Preparation
02952, 02954
Root Canal Therapy 03310- 03348 03999 Initial Root Canal Visit
03351- 03353 03999 Apexi fication/
recal cification
Conpl et e Dent ures 05110- 05120 05899 Fi nal | npression
Parti al Dentures 05211- 05214 05899 Fi nal | npression
Denture Repairs 05510- 05660 05899 Accept ance of denture
for repair
Dent ure Rebase 05710- 05721 05899 Fi nal | npression
Denture Reli ning 05750- 05761 05899 Fi nal | npression
Q her Prosthetic 05820- 05899 05899 Fi nal | npression
Servi ces
Maxi | | of aci al 05911- 05999 05999 Fi nal | npression
Prost hetics
Bri dge Pontics 06210- 06252 06999 Preparation of abutnent
teeth
Bri dge Retainers 06545- 06792 06999 Preparation of abutnent
teeth
O her Fixed 06970, 06972 06999 Toot h preparation
Prosthetic Services
Extractions in 07110- 07250 07999 Date of first extraction
preparation for which is part of
dentures approved treatnent plan
Ot hodontic 08670, X8671 08999 Pl acenent of appliances
Tr eat nent X8672, X8673 and begi nning of active
t r eat ment
08070, 08080, 08999 Date of initia
08090 appl i ance pl acenent
Ot hodonti c 08680 08999 Conpl etion of active
Ret enti on t r eat ment
Cccl usal Quards 09940 08999 Fi nal | npression
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. DI AGNCSTI C 00100- 00999

Fee
CLI NI CAL ORAL EVALUATI ONS

00120 Periodic oral evaluation $29. 00
I ncl udes charting, history, treatment plan, and conpletion of forns. The initial
dental examination of a new patient shall consist of a conprehensive clinical
exam nation of the oral cavity and teeth. It shall include charting, history
recording, pulp testing when indicated, and may be supplenmented by appropriate
radi ogr aphi ¢ studi es. Recal | dental exam nations shall be limted to one per six-
month period and shall include charting and history necessary to update and

suppl ement initial oral exanination data
00140 Limted oral evaluation - problemfocused 14. 00

(enmergency oral examni nation)
Refers to exans to evaluate energency conditions. Typically patients are seen for a
specific problem and/or present with dental energencies, traumm, acute infections,

etc. Not used in conjunction with a regular appointnent. Cannot be billed with
00120; 00160; 09110; 09310; 09430. Not intended for follow up care.
00160 Detail ed and extensive oral eval uation- 29. 00

pr obl em f ocused
(oral surgeon or dental anesthesiol ogi st only)

I ncl udes nedical and dental history, evaluation of chief conplaint, intra
and extraoral exami nation, vital signs and conpletion of forns. This
procedure will include nost or all of these items and will be reinbursable
no nore than once per provider-patient relationship in a period of 90 days.
This is the only type of exam nation that will be reinbursable for an oral
surgeon or dental anesthesiologist in conjunction with the provision of
services. It may be wutilized only in preparation for definitive and
i mpending treatnent to be rendered by the practitioner. The procedure wll

not be reinbursed if perforned within ninety days of a consultation or
observation (code 09310 or 09430) by the sane provider

RADI OCRAPHS/ DI AGNOSTI C | MAG NG

Al'l  radiographs, whether digitalized or conventional, nust be of good diagnostic
quality, properly nmounted, dated, positionally orientated and identified with the
recipient's name and provider name and address. Proper technique in taking and
processing of x-ray filns will reduce the need to expose patients to unnecessary,
addi tional radiation. The cost of all materials and equi pnent used shall be included
in the fee for the radi ograph.

Medi caid clains paynment decisions for types, nunbers and frequency of radiographs
will be related to individual patient needs, dental age, past dental history and
radi ographi c findings, and, nost inmportantly, clinical findings.

Radi ographs must be nmade available for review upon request of the Department of
Health. They will be returned after each review and nust be retained by the provider
for six years fromthe date of paynent.

M nimum requirenments apply to subnmission of radiographs wth prior approval
requests. The mnminimum nunber of pre-treatnment radiographs needed for proper
diagnosis and the evaluation of the overall dental condition must acconpany all
requests for prior approval. For edentulous patients, occlusal or panoramc
radi ographs may be used. If all extractions were perforned under Medicaid or if
Medi cai d approved a previous full denture, it nmay not be necessary to subnmit current
r adi ogr aphs.
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Fee
RADI OGRAPHS/ DI AGNOSTI C | MAG NG (cont i nued)

00210 Intraoral; complete series (including bitew ngs) $58. 00
M ni mum of 14 filns. A provider will be reinbursed only once in three years for each
recipient. A provider will not be reinbursed for an intraoral conplete series prior

to the conplete eruption of a patient's permanent second nolars. Exceptions may be
situations including orthodontic consultation, juvenile periodontitis, and other
suspect ed, extensive pathol ogi cal conditions which require docunentation that should
acconpany a claim as an attachnent. An attachnent should contain the clinical
findings including the nature and conplexity of the patient's condition indicating
that additional radiographs would have high probability of affecting the diagnosis
and treatnent of a clinical problem

00220 periapical first film 14. 00
To be billed only for the first periapical film when only periapical filnms are
t aken.

00230 peri api cal each additional film 7.00
When periapical filnms are taken in conjunction with bitew ng(s), occlusal films or a
panoram ¢ radi ograph, use procedure code 00230 for all periapical filns. The total
fee for additional intraoral filnms nay not exceed the total fee allowed for a
conplete intraoral series.

00240 occlusal film (ARCH) 17. 00
Rei nbursable only once in three years. Only two are allowed per patient (maxillary
and mandi bul ar), but they may be supplenented by necessary intraoral periapical or
bitewing fil ms.

00250 Extraoral; first film 29. 00
Not rei nbursable for tenporonmandi bul ar joint radiographs.
00260 each additional film 14. 00
Maxi mum of two filns, not reinbursable for tenporonandi bul ar joint radi ographs.
00270 Bitewing; single film 14. 00
00272 two filns 17.00
00274 four filns 29. 00
Bi t ewi ngs are allowed no nore than once in six nonths for each recipient. The
procedure code is an indication of the nunber of filns performed. Do not fill in
“Times Performed” on the claimform
00290 Posterior-anterior or lateral skull and 72.00
facial bone survey film (3 filns nininmmn
00310 Si al ography 58. 00
00320 Tenpor omandi bul ar joi nt arthrogram 174. 00
i ncluding injection
00321 O her tenporomandi bular joint filnms (per 29. 00
j oint)
00330 Panoramc film 40. 00

Rei nbursable every three years if clinically indicated. For use in routine caries
det erm nati on, di agnosis of periapical or periodontal pat hol ogy only when
suppl emented by other necessary diagnostic intraoral radiographs (bitew ngs or
peri api cal s), conpletely edentul ous cases, diagnosis of inmpacted teeth, oral surgery
treatment planning, or diagnosis of children with mxed dentition. Postoperative
panoram ¢ radiographs are reinmbursable for post-surgical evaluation of fractures,
di sl ocations, orthognathic surgery, osteonyelitis, or renoval of wunusually |arge
and/ or conpl ex cysts or neoplasnms. To expedite claimprocessing, enter the status of
the condition within the "Procedure Description" field of the claim form Panoramc
radi ographs are not reinbursable when an intraoral conplete series or another
panoram ¢ radi ograph has been taken within three years, except for diagnosis of a
new condition (e.g. traumatic injury).
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Fee
RADI OGRAPHS/ DI AGNOSTI C | MAG NG (cont i nued)

00340 Cephal ometric film $58. 00
Rei nbursenment is limted to once per year and only to enrolled orthodontists or oral
and maxillofacial surgeons for the purpose of treatnent of a physically handi cappi ng
mal occl usi on.

00350 Oral/facial images 14. 00

(includes intra and extraoral inages)
This includes both traditional photographs and inages obtained by intraoral caneras.
These inages should be a part of the patient’s clinical record. Excl udes
conventional radiographs. Reinbursement is linmted to enrolled orthodontists or oral
and maxil | of aci al surgeons.

00470 Diagnostic casts (includes both arches when 36. 00
necessary)
Rei nbursement is linmted to enrolled orthodontists or oral and maxillofacial
surgeons
00999 Unspecified diagnostic procedure BR

1. PREVENTI VE 01000- 01999

DENTAL PROPHYLAXI S

In addition to an initial dental exam nation and recall exam nations.
Rei mbur sabl e once per six nonth peri od.

01110 Prophylaxis; adult (13 years of age and 58. 00
ol der)
01120 child (under 13 years of age 43. 00

TOPI CAL FLUORI DE TREATMENT ( OFFI CE PROCEDURE)

A seni-annual topical fluoride treatnment is reinbursable when professionally
adnministered in accordance with appropriate standards. Fluoride treatnents that are
not reinbursable under the programinclude treatnments that incorporate fluoride with
prophyl axis paste, topical application of fluoride to the prepared portion of a
tooth prior to restoration, and applications of aqueous sodium fl uori de.

01203 Topi cal application of fluoride 14. 00
(prophyl axis not included); child
(under 21 years of age)

01204 adult (21 years of age and ol der) 14. 00

21 years of age and ol der: submit docunentation of medical necessity with claim

OTHER PREVENTI VE SERVI CES

01351 Seal ant — per tooth (TOOTH) 43. 00

(between 5 and 15 years of age)
Application of sealant shall be restricted to previously unrestored pernmanent first
and second nolars that exhibit no clinical or radiographic signs of occlusal or
proximal caries for patients between 5 and 15 years of age. Buccal and |ingual
grooves are included in the fee. The use of opaque or tinted sealant is reconmended
for ease of checking bond efficacy. Reapplication if necessary is permtted once
every three years
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Fee
SPACE MAI NTENANCE ( PASSI VE APPLI ANCES)

Only fixed appliances are Medi cai d rei mbur sabl e. Docunent ati on i ncl udi ng
pre-treatnent radiographs to justify all space nmintenance appliances nust be
avai |l abl e upon request. Space nmaintenance should not be provided as an isolated
service. Al carious teeth nust be restored before placenent of any space
mai nt ai ner. The patient should be practicing a sufficient level of oral hygiene to
assure that the space nmmintainer wll not become a source of further carious
breakdown of the dentition. Al permanent teeth in the area of space naintenance
shoul d be present and devel opi ng normal ly.

Space nmamintenance in the deciduous dentition (defined as prior to the
interdigitation of the first permanent nolars) will generally be reinbursable.

Space maintenance in the mxed dentition initiated within one nonth of the necessary
extraction will be reinbursable on an individual basis. Space maintenance in the
m xed dentition initiated nmore than one nonth after the necessary extraction, with
m ni mum space | oss apparent, nmay be rei nbursabl e.

01510 Space mmintainer - fixed; unilateral (QUAD) $116. 00
01515 bi | ateral (ARCH) 174. 00
01550 Recenentation of space maintai ner 21.00

Dental Services (Rev. 4/02) 5-7



[11. RESTORATI VE 02000 — 02999

The maxi mum fee for restoring a tooth with either amal gam or conposite resin materi al
will be the fee allowed for placement of a four-surface restoration. Wth the
exception of the placement of reinforcenent pins (use code 02951), fees for anal gam
and conposite restorations include tooth preparation, all adhesives (including amal gam
and conposite bonding agents), acid etching, cavity liners, bases, curing and pulp

cappi ng.

For codes 02140, 02380, or 02385, only a single restoration will be reinbursable per
surface. COcclusal surface restorations including all occlusal pits and fissures, wll
be reinbursed as one-surface restorations whether or not the transverse ridge of an
upper nolar is left intact.

Codes 02150, 02160, 02161, 02331, 02332, 02335, 02781, 02382, 02386, 02387 and 02388
are conpound restorations enconpassing 2, 3, 4 or nore contiguous surfaces

Restorati on of deciduous teeth when exfoliation is reasonably iminent will not be
routinely reinbursable. dains submtted for the restoration of deciduous cuspids and
nol ars for children 10 years of age or older, or for deciduous incisors in children 5
years of age or older will be pended for professional review As a condition for
paynent, it nmay be necessary to subnit, upon request, radiographs and other
informati on to support the appropriateness and necessity of these restorations.

A one-surface posterior restoration is one in which the restoration involves only one
of the five surface classifications (mesial, distal, occlusal, lingual, or facial
i ncl udi ng buccal and |ingual.)

A two-surface posterior restoration is one in which the restoration extends to two of
the five surface classifications.

A three-surface posterior restoration is one in which the restoration extends to three
of five surface classifications.

A four-or-nore surface posteri or restoration is one in whi ch t he
restoration extends to four or nore of the five surface classifications.

A one-surface anterior proxinmal restoration is one in which neither the lingual nor
facial margins of the restoration extend beyond the |ine angle.

A two-surface anterior proximal restoration is one in which either the I|ingual of
facial margin of the restorati on extends beyond the |ine angle

A three-surface anterior proximal restoration is one in which both the |ingual and
facial margi ns extend beyond the line angle.

A four-or-nmore surface anterior restoration is one in which both the lingual and
facial margins extend beyond the line angle and the incisal angle is involved. The
restoration mght also involve all four surfaces of an anterior tooth and not involve
the incisal angle.
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Fee
RESTORATI VE (conti nued)

AVALGAM RESTORATI ONS (I NCLUDI NG POLI SHI NG

02110 Amal gam one surface, prinmary (SURF/ TOOTH) $43. 00
02120 two surfaces, prinmary (SURF/ TOOTH) 58. 00
02130 three surfaces, primary (SURF/ TOOTH) 72.00
02131 four or nore surfaces, primary 79. 00
( SURF/ TOOTH)
02140 one surface, permanent (SURF/ TOOTH) 55. 00
02150 two surfaces, pernmanent (SURF/ TOOTH) 84. 00
02160 three surfaces, permanent (SURF/ TOOTH) 106. 00
02161 four or nore surfaces, permanent (SURF/ TOOTH) 142. 00

RESI N RESTORATI ONS

02330 Resi n- based conposite; one surface, anterior 58. 00
( SURF/ TOOTH)

02331 two surfaces, anterior (SURF/ TOOTH) 87.00

02332 three surfaces, anterior (SURF/ TOOTH) 108. 00

02335 four or nore surfaces or involving 145. 00

incisal angle (anterior) (SURF/ TOOTH)

02336 Resin-based conposite crown, anterior-prinmary 65. 00
( TOOTH)

02380 Resin-based conposite - one surface, 43. 00

posterior-primary (SURF/ TOOTH)
Used to restore a carious lesion into the dentin or a deeply eroded area into the
dentin. Not a preventive procedure

02381 two surfaces, posterior-primry (SURF/ TOOTH) 58. 00

02382 three or nore surfaces, posterior-primry 72.00
( SURF/ TOOTH)

02385 one surface, posterior-pernmanent 55. 00
( SURF/ TOOTH)

Used to restore a carious lesion into the dentin or a deeply eroded area into the
dentin. Not a preventive procedure

02386 two surface, posterior-permanent (SURF/ TOOTH) 84. 00

02387 three surface, posterior-permanent (SURF/ TOOTH) 106. 00

02388 four or nore surfaces, posterior pernmanent 142. 00
( SURF/ TOOTH)
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Fee
CROMWNS - SI NGLE RESTORATI ONS ONLY

Codes 02710, 02720, 02721, 02722, 02740, 02750, 02751, and 02752 will only be
rei nhursed for anterior teeth and nmaxillary first bicuspids when indicated.

Crowns will not be routinely approved when functional replacenent of tooth contour
with other restorative materials is possible, or for a posterior tooth which has
been endodontically treated w thout prior approval from the Department of Health.
Also, crowns wll not be routinely approved when there are eight natural or
prosthetic bicuspids and/or nolars (four nmaxillary and four nandibular teeth) in
functional contact with each other

02710 Crown — resin; (laboratory) (TOOTH) $ 290.00

Acrylic (processed) jacket crowns nmay be approved as restorations for severely
fractured anterior teeth.

02720 wi th high noble nmetal (TOOTH) 493. 00
02721 with predom nantly base netal (TOOTH) 493. 00
02722 with noble netal (TOOTH) 493. 00
02740 Crown; porcel ain/ceram c substrate (TOOTH) 493. 00
02750 porcel ain fused to high noble netal 580. 00
( TOOTH)
02751 porcel ain fused to predom nately base 580. 00
met al (TOOTH)
02752 porcel ain fused to noble netal (TOOTH) 580. 00
02780 3/ 4 cast high noble netal (TOOTH) 406. 00
02781 3/ 4 cast predom nantly base netal (TOOTH) 406. 00
02782 3/ 4 cast noble netal (TOOTH) 406. 00
02790 full cast high noble netal (TOOTH) 435. 00
02791 full cast predom nately base netal (TOOTH) 435. 00
02792 full cast noble netal (TOOTH) 435. 00

OTHER RESTORATI VE SERVI CES

02920 Recenent crown (TOOTH) 43. 00
Claims for recenentation of a crown by the original provider within one year of
pl acement, or clains for subsequent recenentations of the sane crown, will be pended
for professional review. Docunentation to justify the need and appropriateness of
such recenentations may be required as a condition for paynment. This information can
be abbreviated and should be placed in the "Procedure Description" field of the
claimform

02930 Prefabricated stainl ess steel crown; 116. 00

primary tooth ( TOOTH)
The provider nmust have avail abl e adequat e radi ographic evidence as justification for
the use of stainless steel crowns, or other docunentation if radiographs do not
denonstrate the need for stainless steel crowns in a particul ar case.

02931 per manent tooth (TOOTH) 116. 00
02932 Prefabricated resin crown (TOOTH) (pernmanent) 116. 00

Must enconpass the conplete clinical crown and should be utilized with the sane
criteria as for full crown construction. This procedure is linmted to one occurrence
per tooth within two years. If replacenent becones necessary during that tine,
claims submtted will be pended for professional review To justify the
appropriateness of replacements, docunmentation nust be included wthin the
"Procedure Description" field of the claimformor as a claim attachnent. Pl acenent
on deci duous anteriors is generally not reinbursable past the age of five years.
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Fee

OTHER RESTORATI VE SERVI CES

02933 Prefabricated stainless steel crown with $130.
resin w ndow ( TOOTH)

Restricted to anterior teeth, bicuspids and maxillary first nol ars.

00

02951 Pin retention - per tooth, in addition to 29. 00
restoration (TOOTH)

Rei nbursenent is all owed once per tooth regardl ess of the nunber of pins placed.
02952 Cast post and core in addition to crown(TOOTH) 145. 00
02954 Prefabricated post and core in addition to 145. 00

crown ( TOOTH)

Core is built around a prefabricated post. The procedure includes core materi al
02955 Post removal (not in conjunction with 145. 00

endodonti c therapy) (TOOTH)

For renoval of posts (e.g. fractured posts)

02980 Crown repair (TOOTH) BR

I ncl udes renoval of crown, if necessary
02999 Unspecified restorative procedure BR

I'V. ENDODONTI CS 03000 — 03999

All radi ographs taken during the course of —root <canal therapy and al

post-treatment radi ographs are included in the fee for the root canal procedure. At

| east one pre-treatnment radiograph denonstrating the need for the procedure, and
one post-treatnent radi ograph that denonstrates the result of the treatnent, nust

be maintained in the patient's record.

Surgical root canal treatment or apicoectony nay be considered appropriate and

covered when the root canal system cannot be acceptably treated non-surgicall

Y,

there is active root resorption, or access to the canal is obstructed. Treatnent
may al so be covered where there is gross over or under extension of the root cana

filling, periapical or lateral pathosis persists, or there is a fracture of t
root .

he

Ei ght posterior natural or prosthetic teeth in occlusion (four naxillary and four
mandi bul ar teeth in functional contact with each other) will be considered adequate

for functional purposes. Requests for endodontic therapy wll be reviewed f
necessity based upon the presence/absence of eight points of natural or prosthet
occlusal contact in the nouth (bicuspid/ nolar contact).

or
ic

In cases of energency, use procedure code “09110 Palliative (emergency) treatnent

of dental pain — minor procedure”. Only synptomatic relief is to be provided unt

such time as cases have been submitted for review and a prior approva
determi nati on has been nade. Procedures conpleted w thout prior approval wll not

be rei nbursable. Back dated prior approvals will not be issued

Provi sion of root canal therapy is not considered appropriate when the prognosis

of

the tooth is questionable or when a reasonable alternative course of treatnent

woul d be extraction of the tooth and replacenment. Root canal therapy wll not

be

approved in association with an existing or proposed prosthesis in the same arch

unl ess the tooth is a critical abutment, or unless its replacenent by addition
an existing prosthesis is not feasible. If the total nunber of teeth which requir

to
€,

or are likely to require, root canal therapy or apical surgery would be considered

excessive or when nmaintenance of the tooth is not considered essentia

or

appropriate in view of the overall dental status of the patient, treatnent will not

be covered. Pulp capping is not reinbursable.
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Fee
PULPOTOWY

03220 Therapeutic pul potomny (excluding final $87. 00
restoration)- renoval of pulp coronal to
t he dentinocenental junction and

application of nedi cament (TOOTH)

Pul potony is the surgical renmoval of a portion of the pulp with the aim of
mai ntaining the vitality of the remmining portion by nmeans of an adequate dressing.
To be performed on primary or permanent teeth. This is not to be considered as the
first stage of root canal therapy. Pulp capping (placenent of protective dressing
or cenent over exposed or nearly exposed pulp for protection frominjury or as an
aid in healing and repair) is not reinbursable. This procedure code nmay not be used
when billing for an "energency pul potony", which should be billed as palliative
treatment.

ENDCDONTI C THERAPY ON PRI MARY TEETH

Endodontic therapy on primary teeth with succedaneous teeth and placenent of
resorbable filling. This includes pul pectony, cleaning, and filling of canals with
resorbabl e material.

03230 Pul pal therapy (resorbable filling) - 174. 00
anterior,primary tooth (excluding final
restoration)( TOOTH)
Primary incisors and cuspids.
03240 Pul pal therapy (resorbable filling) - 240. 00
posterior, primary tooth (excluding final
restoration) (TOOTH)

Primary first and second nol ars.

ENDCDONTI C THERAPY (I NCLUDI NG TREATMENT PLAN,
CLI NI CAL PROCEDURES AND FOLLOW UP CARE)

Includes primary teeth w thout succedaneous teeth and permanent teeth. Conpl et e
root canal therapy. Pul pectony is part of root canal therapy. I ncl udes all
appoi ntments necessary to conplete treatnment; also includes intra-operative
r adi ogr aphs. Does not i ncl ude di agnostic eval uation and necessary
r adi ogr aphs/ di agnosti c i nages.

03310 Anterior (excluding final restoration) 250. 00
( TOOTH)
Mul tiple anterior pul pectomies will generally not be approved.
03320 Bicuspid (excluding final restoration) 300. 00
( TOOTH)
Al'so for treatnment on primary first and second nolars with no pernanent successor
t oot h.

03330 Ml ar (excluding final restoration) (TOOTH) 406. 00
Mol ar endodontics is not approvable as a routine procedure. Prior approval
requests will be considered for patients under age 21 who display good oral
hygi ene, have healthy mouths with a full conplenent of natural teeth with a |ow
caries index and/or who nay be undergoing orthodontic treatnment. In those patients
age 21 and over, nmolar endodontic therapy wll be considered only in those

i nstances where the tooth in question is a critical abutment for an existing
functional prosthesis.
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Fee
ENDODONTI C RETREATMENT

03346 Retreatnment of previous root canal therapy; $232. 00
anterior (TOOTH)

03347 bi cuspi d ( TOOTH) 290. 00

03348 nmol ar ( TOOTH) 406. 00

APEXI FI CATI ON/ RECALCI FI CATI ON PROCEDURES

03351 Apexification/recalcification; initial 87.00
visit (apical closure/calcific repair of

perforations, root resorption, etc.) (TOOTH)
I ncl udes openi ng tooth, pul pectony, preparation of canal spaces, first placenent of

nmedi cati on and necessary radiographs. Includes the first phase of conplete root
canal therapy
03352 i nterimnmedi cati on repl acenent 87.00

(apical closure/calcific repair of
perforations, root resorption, etc.) (TOOTH)
For visits in which the intracanal nedication is replaced with new medication and
necessary radi ographs. There may be several of these visits. Published fee is the
maxi mum r ei nbur sabl e anmount regardl ess of the nunber of visits
03353 final visit(apical closure/calcific 116. 00
repair of perforations, root resorption, etc.) (TOOTH)
I ncludes the removal of intracanal nedication and procedures necessary to place
final root canal filling material including necessary radiographs. Includes |ast
phase of conplete root canal therapy

APl COECTOMY/ PERI RADI CULAR SERVI CES

03410 Api coectony/periradi cul ar surgery; anterior 203. 00
(TOOTH) (per tooth)
Perfornmed as a separate surgical procedure for a single rooted tooth and includes
peri api cal curettage.

03421 bi cuspid (first root) (TOOTH) 217.00
03425 nmol ar (first root) (TOOTH) 232.00
03426 each additional root (TOOTH) 72.00

Perfornmed as a separate surgical procedure for nultirooted teeth and includes
peri api cal curettage.

03430 Retrograde filling - per root (TOOTH) 58. 00

OTHER ENDCDONTI C PROCEDURES

03999 Unspeci fied endodontic procedure BR
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Fee
V. PERI ODONTI CS 04000 — 04999

SURG CAL SERVI CES (I NCLUDI NG USUAL POST- OPERATI VE CARE)

04210 G ngivectony or gingivoplasty - per quadrant. $ 116.00
( QUAD)
This surgical procedure is reinbursable solely for the correction of severe
hyper pl asi a or hypertrophy associated with drug therapy, hornonal disturbances or
congenital defects. Docunmentation to verify these conditions nust acconpany these
clainms as attachnents.

NON- SURG CAL PERI ODONTAL SERVI CES

04341 Periodontal scaling and root planing - per 58. 00
quadrant (QUAD) (at | east five teeth)

This procedure may be billed for those patients who have periodontal pockets and
sub-gi ngi val accretions on cenental surfaces in the quadrant(s) being treated.
Periodontal scaling and root planing involves instrunentation of the crown and root
surfaces of the teeth to renove plaque and calculus. It is indicated for patients
with periodontal disease and is therapeutic, not prophylactic, in nature. Root
planing is the definitive procedure designed for the renobval of cenmentum and dentin
that is rough, and/or perneated by calculus or contanminated with toxins or
nm croorgani sns. Sone soft tissue renoval occurs. Reinbursenment is limted to no
nore than two quadrants on a single date of service with no nmore than four
di fferent quadrant reinbursements within a two-year period. Dental prophylaxis is
rem bursable prior to perodontal scaling and root planing and as a nmintenance
code, but will not be reinbursed on the sane date as procedure code 04341. Prior
approval may be requested for nore frequent treatnent. For fewer than five teeth,
prorate the fee at 20 percent of the total for each tooth treated.

The provider must supply docunentation of the need for periodontal scaling and root
planing as a claim attachnent. Include a copy of the pre-treatnent evaluation of
the periodontium a general description of the tissues (e.g., color, shape, and
consi stency), the location and neasurenent of periodontal pockets, the description
of the type and amount of bone |oss, the periodontal diagnosis, the anmpunt and
| ocation of subgingival cal culus deposits, and tooth nobility.

OTHER PERI ODONTI C SERVI CES

04999 Unspecified periodontal procedure BR
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Fee
VI. PROSTHODONTI CS ( Renovabl e) 05000 — 05899

Al prosthetic appliances such as conplete dentures, partial dentures, denture
duplication and relining procedures include six nonths of post-delivery care.
Pl acenent of imediate dentures and the use of dental inplants and related
services are beyond the scope of the program Conplete and/or partial dentures
will be approved only when existing prostheses are not serviceable or cannot be
relined or rebased. Reline or rebase of an existing prostheses will not be
rei mhursed when such procedures are performed in addition to a new prostheses for
the same arch.

If a recipient's health would be adversely affected by the absence of a
prosthetic replacenent, and the recipient could successfully wear a prosthetic
repl acement, such a replacement will be considered. In the event that the
reci pient has a record of not successfully wearing prosthetic replacenents in the
past, or has gone an extended period of tine (three years or |onger) wthout
wearing a prosthetic replacenent, the prognosis is poor. Mtigating factors
surroundi ng these circunmstances should be included with the prior approval
request .

Partial dentures will be approved only when they are required to alleviate a
serious health condition including one that affects enployability. Eight natural
or prosthetic teeth in occlusion (four maxillary and four nandibular teeth in
functional contact with each other) are generally considered adequate for
functional purposes. One mnissing nexillary anterior tooth or tw missing
mandi bul ar anterior teeth may be considered a problem that warrants a prosthetic
repl acenent.

Conplete or partial dentures will not routinely be replaced when they have been
provi ded by the Medicaid program and becone unserviceable or are lost within four
years, except when they become unserviceable through extensive physiological
change. If the recipient can provide docunentation that reasonable care has been
exercised in the maintenance of the prosthetic appliance, and it did not becone
unservi ceabl e or lost through negligence, a replacenent nay be considered. Prior
approval requests for such replacements will not be reviewed w thout supporting
docunentation. A verbal statenent by the recipient that is then included by the
provider on the prior approval request would generally not be considered
sufficient.

COVWPLETE DENTURES(| NCLUDI NG ROUTI NE POST DELI VERY CARE)

05110 Conpl ete denture; nmaxillary $600. 00
05120 mandi bul ar 600. 00

PARTI AL DENTURES (1 NCLUDI NG ROUTI NE POST DELI VERY CARE)

Rei nbursenent for all renobvable partial dentures includes a mnimm of two
clasps. The total number of clasps is dictated by the retentive requirenents of
each case, with no additional paynent for necessary suppl enental clasps

05211 Maxillary partial denture - resin base 360. 00
(i ncluding any conventional clasps, rests
and teeth)

Includes acrylic resin base denture with resin or wought wre clasps.
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Fee

PARTI AL DENTURES (conti nued)

05212 Mandi bul ar partial denture - resin base $360. 00

(i ncludi ng any conventional clasps, rests

and teeth)
Includes acrylic resin base denture with resin or wought wire clasps

05213 Maxillary partial denture - cast netal 530. 00

framework with resin denture bases (including
any conventional clasps, rests and teeth)

05214  Mandi bul ar partial - cast netal franmework 530. 00

with resin denture bases (including any

conventional clasps, rests and teeth)

REPAI RS TO COWPLETE DENTURES

05510 Repair broken conpl ete denture base (QUAD) 87.00
05520 Repl ace mi ssing or broken teeth - conplete 58. 00

denture (each tooth) (TOOTH)

REPAI RS TO PARTI AL DENTURES
05610 Repair resin denture base (QUAD) 87.00
05620 Repair cast franmework 174. 00
05630 Repair or replace broken clasp (TOOTH) 174. 00
05640 Repl ace broken teeth - per tooth (TOOTH) 87.00
05650 Add tooth to existing partial denture (TOOTH) 87.00
05660 Add clasp to existing partial denture (TOOTH) 145. 00

DENTURE REBASE PROCEDURES

Rebase — process of refitting a denture by replacing the base nateri al

05710 Rebase; complete maxillary denture 232.00
05711 conpl et e mandi bul ar denture 232.00
05720 maxillary partial denture 174. 00
05721 mandi bul ar partial denture 174. 00

DENTURE RELI NE PROCEDURES

For cases in which it is inpractical to conplete a |aboratory-processed reline,

office (chairside or <cold cure) reline of dentures may be requested wth
appropriate docunentation. This procedure is not reinbursable during the six
mont hs of followup care included in the fee for the denture.
05730 Reline; complete maxillary denture 145. 00
(chai rside)
05731 conpl et e nmandi bul ar denture (chairside) 145. 00
05740 maxillary partial denture (chairside) 116. 00
05741 mandi bul ar partial denture (chairside) 116. 00
05750 conplete nmaxillary denture (I aboratory) 232.00
05751 conpl ete mandi bul ar denture (| aboratory) 232.00
05760 maxillary partial denture (|aboratory) 174. 00
05761 mandi bul ar partial denture (l|aboratory) 174. 00
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Fee
| NTERI M PROSTHESI S

Rei nbursenent is limted to once per year and only for children between 5 and 15
years of age. Codes 05820 and 05821 are not to be used in lieu of space
mai nt ai ners.

05820 Interimpartial denture (nmaxillary) $174. 00
05821 Interimpartial denture (rmandibul ar) 174. 00

OTHER REMOVABLE PROSTHETI C SERVI CES

Insertion of tissue conditioning liners in existing dentures will be limted to
once per denture unit as a preparation for taking inpressions for the relining of
existing dentures or the fabrication of new dentures. This procedure should be
billed one tine at the conpletion of treatnent, regardless of the nunber of
visits involved. An explanation inserted in the "Procedure Description' field
should be included if billed separately from the relining or new denture codes.
Codes 05850 and 05851 are for therapeutic reline using materials designed to heal
unhealthy ridges prior to nore definitive final restoration and are not

rei nbursabl e for children under age 16.

05850 Tissue conditioning, maxillary 29. 00
per denture unit
05851 Tissue conditioning, mandi bul ar 29. 00
per denture unit
05899 Unspecified renovabl e prosthodontic procedure BR
VI1. MAXI LLOFACI AL PROSTHETI CS 05900 - 05999
05911 Faci al noul age (sectional) 116. 00
05912 Faci al noul age (conpl ete) 174. 00
05913 Nasal prosthesis BR
05914  Auricul ar prosthesis BR
05915 Obital prosthesis 957. 00
05916 Ccul ar prosthesis 957. 00
05919 Faci al prosthesis BR
05922 Nasal septal prosthesis BR
05923 Ccul ar prosthesis, interim 435. 00
05924 Cranial prosthesis BR
05925 Faci al augmentation inplant prosthesis BR
05926 Nasal prosthesis, replacenent BR
05927 Auricul ar prosthesis, replacenent BR
05928 Orbital prosthesis, replacenment BR
05929 Faci al prosthesis, replacenent BR
05931 (Obturator prosthesis, surgical BR
05932 (Obturator prosthesis, definitive BR
05933 (Obturator prosthesis, nodification BR
05934 Mandi bul ar resection prosthesis with guide flange BR
05935 Mandi bul ar resection prosthesis w thout BR
gui de fl ange
05936 Obturator prosthesis, interim BR
05937 Trisnus appliance (not for TMD treatnent) 145. 00
05951 Feeding aid 435. 00
05952 Speech aid prosthesis, pediatric BR
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VI1. MAXI LLOFACI AL PROSTHETI CS (conti nued)

Fee

05953 Speech aid prosthesis, adult BR
05954 Pal atal augnentation prothesis BR
05955 Palatal lift prosthesis, definitive BR
05958 Pal atal lift prosthesis, interim BR
05959 Pal atal lift prosthesis, nodification BR
05960 Speech aid prosthesis, nodification BR
05982 Surgical stent BR
05983 Radi ation carrier BR
05984 Radi ation shield BR
05985 Radi ati on cone | ocator BR
05986 Fluoride gel carrier (per arch)(ARCH $17. 00
05987 Commi ssure splint BR
05988 Surgical splint BR
05999 Unspecified nmaxillofacial prosthesis BR

VI11. | MPLANT SERVI CES 06000 — 06199
I mpl ant Services are not covered

| X. PROSTHODONTI CS, FI XED ( EACH RETAI NER AND EACH PONTI C
CONSTI TUTES A UNIT I N A FI XED PARTI AL DENTURE) 06200 — 06999

Fi xed bridgework is generally considered beyond the scope of the Medicaid
program The fabrication of any fixed bridge may be considered only for a
patient with no recent caries activity (no initial restorations placed during
the past year), no unrestored carious |lesions, no significant periodontal bone
loss in the same arch and no posterior tooth loss with replaceable space in the
sanme arch. The replacement of a missing tooth or teeth with a fixed partial
denture will not be approved under the Medicaid program when either no
repl acement or replacenent with a renovable partial denture could be considered
appropriate based on Medicaid prosthetic guidelines. The fabrication of fixed
and renovable partial dentures in the same arch or the use of double abutnents
will not be approved.

The placement of a fixed prosthetic appliance will only be considered for the
anterior segnent of the nmouth in those exceptional cases where there is a
docurent ed physical or neurol ogical disorder that would preclude placenment of a
renovabl e prosthesis, or in those cases requiring cleft palate stabilization. In
cases other than for cleft palate stabilization, treatnment would generally be
limted to replacenent of a single maxillary anterior tooth or replacenent of
two adjacent nandibular teeth. For a patient whose pul pal anatony allows crown
preparation of abutnment teeth wi thout pulp exposure, the construction of a
conventional fixed bridge will be approved only for the replacenent of a single
mssing maxillary anterior tooth or two adjacent mssing mandi bular anterior
teeth. Acid etched cast bonded bridges (Mryland Bridges) nay be approved only
for the replacenment of a single missing nmaxillary anterior tooth, two adjacent
mssing maxillary anterior teeth, or two adjacent nissing mandibul ar incisors.
Approval will only be considered for a patient under the age of 21 or one whose
pul pal anatomy precludes crown preparation of abutments w thout pulp exposure.
Abutnments for resin bonded fixed partial dentures (i.e. Maryland Bridges) should
be billed using code 06545 and pontics using code 06251.
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Fee
FI XED PARTI AL DENTURE PONTI CS

06210 Pontic; cast high noble netal (TOOTH) $290. 00

06211 cast predom nately base netal (TOOTH) 290. 00

06212 cast noble nmetal (TOOTH) 290. 00

06240 porcel ain fused to high noble netal 435. 00
( TOOTH)

06241 porcel ain fused to predom nately base 435. 00
met al ( TOOTH)

06242 porcel ain fused to noble netal (TOOTH) 435. 00

06250 resin with high noble netal (TOOTH) 348. 00

06251 resin with predom nately base net al 348. 00
( TOOTH)

06252 resin with noble netal (TOOTH) 348. 00

FI XED PARTI AL DENTURE RETAI NERS- | NLAYS/ ONLAYS

06545 Ret ai ner - cast nmetal for resin bonded 145. 00
fi xed prosthesis (TOOTH)

Limted to abutnent for resin bonded fixed partial dentures (i.e. Maryland
Bri dges).

FI XED PARTI AL DENTURE RETAI NERS - CROWNS

06720 Crown; resin with high noble netal (TOOTH) 493. 00

06721 resin with predom nately base net al 493. 00
(TOOTH

06722 resin with noble netal (TOOTH) 493. 00

06750 porcel ain fused to high noble netal 580. 00
( TOOTH)

06751 porcel ain fused to predom nantly 580. 00
base netal (TOOTH)

06752 porcel ain fused to noble netal (TOOTH) 580. 00

06780 3/ 4 cast high noble netal (TOOTH) 406. 00

06790 full cast high noble netal (TOOTH) 435. 00

06791 full cast predom nantly base netal 435. 00

06792 full cast noble netal (TOOTH) 435. 00

OTHER FI XED PARTI AL DENTURE SERVI CES

06930 Recenent fixed partial denture (QUAD) 58. 00

06970 Cast post and core in addition to fixed 145. 00
partial denture retainer (TOOTH)

06972 Prefabricated post and core in addition to 145. 00
fixed partial denture retainer (TOOTH)

06980 Fixed partial denture repair (QUAD) (use BR

for bridge repair and severing, per unit,
per quadrant)
06999 Unspecified, fixed prosthodontic procedure BR
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X. ORAL AND MAXI LLOFACI AL SURGERY 07000 - 07999

Al surgical procedures include the surgery and the followup care for the
period indicated. Necessary followup care beyond this |listed period should be
billed using codes 07999 or 09110.

When nultiple surgical procedures are perforned on the sanme quadrant or arch
the claim may be pended for professional review Wen extensive nultiple or
bil ateral surgical procedures are performed at the sane operative session, the
total reinbursenent will be based upon the value of the mmjor procedure plus 50%
of the value of the lesser procedure(s). Rempval of bilateral tori or bilatera

i mpactions and nultiple extractions performed at the sane operative session are
exanpl es of exceptions due to the independence of the individual procedures.

When a provider perforns surgical excision and renoval of tunors, cysts and
neopl asns, the extent of the procedure clainmed nust be supported by information
in the patient's record. This includes radiographs, clinical findings, and
operative and histopathologic reports. To expedite review and reinbursenent,
this material (except radiographs) should be submitted wth <clains for
procedures that are priced "By Report." For renoval of supernunerary tooth, use

code 07999
Fol | ow up
EXTRACTI ONS (I NCLUDES LOCAL Days Fee
ANESTHESI A, SUTURI NG | F NEEDED,
AND ROUTI NE POSTOPERATI VE CARE)
07110 Single tooth (TOOTH) 1 $60. 00
07120 Each additional tooth (TOOTH) 1 45. 00
To be reported for each additional extraction at the same date of service
07130 Root rempval - exposed roots (TOOTH) 1 45. 00
SURG CAL EXTRACTI ONS (I NCLUDES LOCAL ANESTHESI A,
SUTURING | F NEEDED, AND ROUTI NE POSTOPERATI VE CARE)
07210 Surgical renoval of erupted tooth 10 90. 00

requiring elevation of nucoperi ost eal
flap and renoval of bone and/or section

O tooth (TOOTH)

Requires prior approval if done nmore than four times within one year. |Includes
cutting of gingiva and bone, renoval of tooth structure, and closure

07220 Renoval of inpacted tooth; soft 10 90. 00

ti ssue (TOOTH)
Ccclusal surface of tooth covered by soft tissue; requires rmnucoperiosteal flap
el evati on

07230 partially bony (TOOTH) 10 180. 00
Part of crown covered by bone; requires nucoperiosteal flap elevation, bone
renoval and may require segnentalization of tooth.

07240 conpl etely bony (TOOTH) 10 300. 00
Most or all of crown covered by bone; requires nucoperiosteal flap elevation,
bone renoval and nay require segnmentalization of tooth

07241 conpl etely bony, w th unusual 30 BR

surgi cal conplications (TOOTH)
Most or all of crown covered by bone; wusually difficult or conplicated due to
factors such as nerve dissection required, separate closure of naxillary sinus
required or aberrant tooth position.

07250 Surgical renoval of residual tooth 10 58. 00

roots (cutting procedure) (TOOTH)

Includes cutting of gingiva and bone, renmpval of tooth structure and cl osure.
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Fol | ow up

Days Fee
OTHER SURG CAL PROCEDURES

07260 Oroantral fistula closure 14 $348. 00
( QUAD)

07270 Tooth re-inplantation and/ or 30 145. 00

stabilization of accidentally
avul sed or displaced tooth
and/ or al veol us (TOOTH)
07272 Tooth transpl antation (includes 30 174. 00
rei nplantation fromone site
to another and splinting and/or
stabilization) (TOOTH)
07280 Surgical exposure of inpacted or 14 290. 00
unerupted tooth for orthodontic
reasons (including orthodontic
attachments) (TOOTH)

07281 Surgical exposure of inpacted or 60 116. 00
unerupted tooth to aid eruption
( TOOTH)

07285 Biopsy of oral tissue; hard 30 116. 00
(bone, tooth)

07286 soft (all others) 30 87.00

07290 Surgical repositioning of teeth 60 145. 00
( TOOTH)

ALVEOPLASTY - SURG CAL PREPARATI ON OF RI DGE FOR DENTURES

07310 Alveol oplasty in conjunction with 14 87.00
extractions - per quadrant (QUAD)
This procedure will be reinbursed when at |east three adjacent teeth are renoved,

and when additional surgical procedures above and beyond the renbval of the teeth
are required to prepare the ridge for dentures. Not reinbursable in addition to

surgi cal extractions in the sanme quadrant. Bill on same invoice as extraction to
expedite review.
07320 Al veol oplasty not in conjunction 14 145. 00

extractions — per quadrant (QUAD)
The fee for each quadrant includes the recontouring of both osseous and soft
tissues in that quadrant. Procedure code 07320 will not be reinbursed in
conjunction with procedure code 07310 in the sane quadrant

VESTI BULOPLASTY

Vesti bul opl asty may be approved when a denture could not otherw se be worn.

07340 Vestibul opl asty - ridge extension 60 435. 00
(secondary epithelialization) (ARCH)
07350 Vestibul opl asty - ridge extension 60 870. 00

(including soft tissue grafts, nuscle
reattachnent, revision of soft tissue
attachnment and managenent of hypertrophi ed
and hyperplastic tissue)(ARCH
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Fol | ow up
SURG CAL EXCI SI ON OF REACTI VE Days Fee

| NFLAMVATORY LESI ONS ( SCAR Tl SSUE
OR LOCALI ZED CONGENI TAL LESI ONS)

07410 Radical excision - |esion 30 $101. 00
dianeter up to 1.25 cm
07420 Radi cal excision - |esion dianeter 60 BR

greater than 1.25 cm

REMOVAL OF TUMORS, CYSTS AND NECPLASNVS

Rei mbursenent for routine or surgical extractions includes renoval of tooth, soft
tissue associated with the root and curettage of the socket. Therefore, excision
of tissue, particularly cyst renoval under code 07450, requires supporting
docurmentation when billed as an adjunct to tooth extraction. Periapical
granul omas at the apex of decayed teeth will not be separately reinbursed in
addition to the tooth extraction

07430 Excision of benign tunor; |esion 30 101. 00
dianeter up to 1.25 cm

07431 greater than 1.25 cm 60 BR

07440 Exci sion of malignant tunor; |esion 30 BR
dianeter up to 1.25 cm

07441 greater than 1.25 cm 60 BR

07450 Renoval of odontogenic cyst or 30 87.00

07451 greater than 1.25 cm ( QUAD) 60 BR

07460 Renoval of nonodontogenic cyst or 30 101. 00
turmor; lesion diameter up to 1.25 cm

07461 greater than 1.25 cm 30 BR

07465 Destruction of |esion(s) by physical or 60 BR

chem cal et hods

EXCI SI ON OF BONE TI SSUE

07471 Renoval of exostosis — per site 21 130. 00
Site: A term used to describe a single, contiguous area, position, or |ocus.
Indicate site in “Procedure Description” field when billing.

07480 Partial ostectony (guttering 60 BR

or saucerization)
Surgi cal procedure to renove nonvital segment of bone
07490 Radical resection of mandible 180 5, 800. 00
wi th bone graft

SURG CAL | NCI SI ON

Rei mbur senent for codes 07510 and 07520 i ncludes insertion/renoval of drains

07510 Incision and drai nage of 10 72.00
abscess; intraoral soft tissue

07520 extraoral soft tissue 21 174. 00

07530 Renoval of foreign body, skin,or 21 BR

subcut aneous al veol ar tissue
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Fol | ow up

SURG CAL | NCI SI ON (conti nued) Days Fee
07540 Renoval of reaction-producing 90 $435. 00
foreign bodies - nuscul oskel eta
system
May include, but is not linmted to, removal of splinters, pieces of wire, bone
pl ates, screws, etc., fromnuscle and/or bone.
07550 Sequestrectony for osteonyelitis 90 290. 00
07560 Maxillary sinusotony for renoval 60 435. 00

of tooth fragnment or foreign body
(QUAD) (I ncl udes cl osure of oro-antral
comuni cati on when perfornmed
concurrently.)

TREATMENT OF FRACTURES - SI MPLE

07610 Maxilla; open reduction 90 1, 160. 00
(teeth inmobilized if present)
07620 cl osed reduction 90 435. 00
(teeth inmobilized if present)
07630 Mandi bl e; open reduction 90 1, 305. 00
(teeth inmobilized if present)
07640 cl osed reduction 90 435. 00
(teeth inmobilized if present
07650 Mal ar and/or zygomatic arch; 90 725. 00
open reduction
07660 cl osed reduction 90 BR
07670 Al veol us-stabilization of teeth, 60 203. 00

cl osed reduction splinting
Teeth may be wired, banded or splinted together to prevent novenent
(e.g. Erich arch bars).
07680 Faci al bones - conplicated 90 BR
reduction with fixation and
mul ti pl e surgi cal approaches

TREATMENT OF FRACTURES- COMPOUND

Rei nbur senment for codes 07710-07740 includes splint fabrication when necessary.

07710 WMaxilla; open reduction 90 BR

07720 cl osed reduction 90 580. 00

07730 Mandi bl e; open reduction 90 BR

07740 cl osed reduction 90 580. 00

07750 Mal ar and/or zygomatic arch; 90 BR
Open reduction

07760 cl osed reduction 90 BR

07770 Alveolus - stabilization of teeth, 90 BR
open reduction splinting

07780 Faci al bones - conplicated 90 BR

reduction with fixation and
mul ti pl e surgi cal approaches
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REDUCTI ON OF DI SLOCATI ON
AND MANAGEMENT OF OTHER

TEMPOROVANDI BULAR JO NT DYSFUNCTI ONS

Routine services for treatnent of T.MJ.

consi dered beyond the scope of

the program Rei nbursenent

Fol | ow up
Days

Fee

related disorders are generally
for tenporonandi bul ar

joint dysfunctions will be permtted only in the specific conditions wherein a

definitive diagnosis corroborates necessary treatnent.

Appropriate docunentation

(e.g. operative report, procedure description) should acconpany all clains as
attachments.
07810 Open reduction of dislocation 90 $1, 450. 00
07820 C osed reduction of dislocation 7 174. 00
07830 Mani pul ati on under anesthesi a 7 174. 00
Usual |y done under general anesthesia or intravenous sedation.
07840 Condyl ect ony 90 1, 740. 00
07850 Surgical discectony; 90 870. 00
wi t h/w t hout i npl ant
07852 Disc repair 90 1, 044. 00
07854  Synovect ony 90 812. 00
07856 Mot ony 90 BR
07858 Joint reconstruction 120 2, 900. 00
07860 Arthrotony 90 870. 00
07865 Arthopl asty 90 2,030. 00
07870 Arthrocentesis 7 116. 00
07872 Arthroscopy; diagnosis, 14 725. 00
wi th/w t hout biopsy
07873 surgical : |lavage and lysis 30 725. 00
of adhesi ons
07874 surgi cal : disc repositioning 60 1, 044. 00
and stabilization
07875 surgi cal : synovect ony 60 1, 044. 00
07876 surgi cal : discectony 60 1, 044. 00
07877 surgi cal : debri dement 60 1, 044. 00
07880 Ccclusal orthotic appliance 10 BR
REPAI R OF TRAUNVATI C WOUNDS
Excl udes cl osure of surgical incisions
07910 Suture of recent small wounds 14 116. 00

up to 5 cm

COVPLI CATED SUTURI NG ( RECONSTRUCTI ON REQUI RI NG
DELI CATE HANDLI NG OF Tl SSUES AND W DE
UNDERM NI NG FOR METI CULOUS CLOSURE)

Procedure codes 07911, 07912, or 07920 are to be utilized in situations requiring
unusual and time consuming techniques of repair to obtain the nmaxi nrum functional
and cosnetic result. The extent of the procedure clainmed mnmust be supported by
information in the patient's record, including clinical findings, and "Qperative
Reports

07911 Conplicated suture; up to 5 cm 30 145. 00
07912 greater than 5 cm 60 BR
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Fol | ow up

OTHER REPAI R PROCEDURES Days Fee
07920 Skin graft (identify defect 90 BR
covered, location and type of graft)
07940 Osteoplasty - for orthognathic 90 BR
deformties
07941 Osteotony; mandi bul ar ram 90 $1, 450. 00
07943 mandi bul ar ram w th bone 90 2,175.00
graft, includes obtaining the graft
07944 segmented or subapical - per 90 1, 160. 00
sextant or quadrant
07945 body of mandi bl e 90 1, 102. 00
07946 Lefort | ;(maxilla-total) 90 2,175.00
07947 (mexi | | a- segnment ed) 90 2,900. 00
07948 Lefort Il or Lefort 111 90 2, 900. 00

(osteopl asty of facial bones for
M df ace hypopl asia or retrusion);
Wt hout bone graft (includes
obt ai ni ng aut ogr aphs)
07949 with bone graft 90 3, 480. 00
07950 Osseous, osteoperiosteal, or 90 BR
Cartilage graft of the mandible or
Faci al bones - autogenous or
Nonaut ogenous (i ncl udes obt ai ni ng
Aut ogr aph and/or all ograph material)
07960 Frenul ectony (frenectomny or 14 203. 00
frenotony)- separate procedure
For pre-prosthetic purposes, correction of ankyloglossia, or in association with
orthodontic treatment. Indication nust be documented in patient record

07970 Excision of hyperplastic tissue- 14 232.00
per arch (ARCH)

This procedure is reserved for the renoval of tissue over a previous edentul ous
denture bearing area to inprove the prognosis of a proposed prosthesis.

07971 Excision of pericoronal gingiva 10 72.00
( TOOTH)
07980 Sial olithotony 14 290. 00
07981 Excision of salivary gland 30 BR
07982 Si al odochopl asty 30 826. 00
07983 Cdosure of salivary fistula 30 BR
07990 Energency tracheot ony 0 725. 00
07991  Coronoi dect ony 60 551. 00
07997 Appliance renoval (not by 14 BR

denti st who placed appliance), includes

renoval of archbar
Not for orthodontics. This proccedure includes both arches, if necessary.

07999 Unspecified oral surgical procedure 0 BR
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Xl . ORTHODONTI CS 08000 - 08999

Any Medicaid-eligible child under the age of 21, who is examined by a dentist in
a private office, dental school or Article 28 clinic and who, in the opinion of
the dentist, presents a severe, physically handi capping mal occlusion should be
referred to the County Health Commi ssioner. In counties that do not have a
full-tine health departnent, the child should be referred to the Medical Director
of the Physically Handi capped Children's Program (PHCP) in the county where the
child resides. An appointnent at the nearest screening center will be set up for
the child. (See Inquiry Section of this Mnual.) PHCP nust also re-screen each
child annually to assess treatnent progress and authorize continuing care.

The decisive appointment for active orthodontic treatnent is the time at which
the total appliance(s) is/are conpletely activated. The placenent of the
conponent parts (e.g. brackets, bands) does not constitute conplete appliance
insertion or active treatnment. Wen eligibility is lost after active orthodontic
treatnent has been initiated, Medicaid will continue to reinburse for orthodontia
care for a period of up to six nonths following loss of eligibility. The
treating orthodontist may decide to conplete active treatment (including
retention care), initiate retention care to preserve current status, or renove
the appliances in cases of miniml progress during active therapy. Wen billing
for the six-nonth treatnent extension, submt paper claim using 08999, use the
last date of eligibility for the date of service and identify the current
treat ment year

ACTI VE ORTHCDONTI C TREATMENT Fee

Codes X8671, X8672 and X8673 (replacing discontinued nodifiers ‘-XN, ‘-XO and
‘-XP') are to be used for active orthodontic treatment for approved cases where
active treatnent has begun prior to June 1, 2000 and reinbursenent for one or
nmore quarters has comrenced. Rei nbur semrent for any conbination of codes X8671,
X8672 and X8673 mamy not exceed 12 quarters. These codes are not to be billed in
conjunction with 08070, 08080, 08090 or 08670. (For approved cases where active
treatment has begun prior to June 1, 2000 and reinbursenent has not commenced,
use codes 08070, 08080 or 08090 and 08670.)

X8671 Orthodontic treatnent, active, $440. 00
conpr ehensive, first year, per quarter
(limted to four tinmes per treatnent year)

X8672 Orthodontic treatnent, active, 320. 00
conpr ehensi ve, second year, per quarter
(limted to four tinmes per treatnment year)

X8673 Othodontic treatnment, active, 110. 00
conmpr ehensive, third year, per quarter
(limted to four times per treatnment year)

| NTERCEPTI VE ORTHODONTI C TREATMENT

Only orthodontists are reinbursed for codes 08050 and 08060 for rapid palatal
expansion via fixed appliance. Do not use 08050 and 08060 for renopvabl e appliance

therapy (see 08210). The key to successful interception is intervention in the
incipient stages of a developing problem to Ilessen the severity of the
mal formation and elimnate its cause. Conplicating factors such as skeletal

di sharnmoni es, overall space deficiency, or other conditions may require future
conpr ehensi ve therapy

08050 Interceptive orthodontic treatnent of the BR

primary dentition (rapid pal atal expansion
via fixed appliance only)
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Fee
| NTERCEPTI VE ORTHODONTI C TREATMENT (conti nued)

08060 Interceptive orthodontic treatnment of the BR
transitional dentition (rapid pal atal
expansi on via fixed appliance only)

COVPREHENSI VE ORTHODONTI C TREATMENT

Rei mbur senent for codes 08070, 08080 or 08090 is limted to once in a lifetine as
initial paynment for an approved course of orthodontic treatnent. The child's
dentition will determne the single code to be used. May be billed when appliances
have been placed and active treatnent has been initiated on or after June 1, 2000 or
on the date the first quarter of treatnent has been conpleted and no rei nbursenent has
been made for the case. For quarterly paynent, see code 08670. My not be rei nbursed
in conjunction with X8671, X8672 or X8673.

08070 Conprehensive orthodontic treatnment $986. 00
of the transitional dentition

08080 Conprehensive orthodontic treatnment 986. 00
of the adol escent dentition

08090 Conprehensive orthodontic treatnment 986. 00

of the adult dentition (up to age 21)

M NOR TREATMENT TO CONTROL HARMFUL HABI TS

08210 Renovabl e appliance therapy BR
Renovabl e i ndicates patient can renove; includes appliances for thunb sucking and
tongue thrusting

OTHER ORTHODONTI C SERVI CES

08660 Pre-orthodontic treatnment visit 29. 00
Ot hodontist only. May not be reinbursed in conjunction with 00120.
08670 Periodic orthodontic treatment visit 232.00
(as part of contract)
May be billed quarterly for a nmaxinmum of 3 years (12 quarters total). Billing

conmmences 90 days after appliances are placed and active treatnment is initiated.
This code is to be billed only if the reinbursement criteria for 08070, 08080 or
08090 have been net. May not be reinmbursed in conjunction with X8671, X8672 or
X8673

08680 Orthodontic retention (renoval of 174. 00
appl i ances, construction and pl acenent of
retainer(s)(for post-treatnment stabilization)
08690 Orthodontic treatnment (alternative billing BR
to a contract fee
Servi ces provided by orthodontist other than original treating orthodontist. This
islimted to transfer care and renoval of appliances.
08692 Repl acement of |ost or broken retainer 145. 00
This procedure will be reinbursed once per lifetime and includes both
arches, if necessary.

08999 Unspecified orthodontic procedure BR
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XI'l. ADJUNCTI VE GENERAL SERVI CES 09000 — 09999

Fee

UNCLASSI FI ED TREATMENT

09110 Palliative (emergency) treatnent of dental $29. 00

pain - mnor procedure (docunentation required)

This service is not reinbursable in addition to other therapeutic services
performed at the sanme visit or in conjunction with initial or periodic ora
exam nations when the procedure does not add significantly to the length of tinme
and effort of the treatnent provided during that particular visit. Cannot be
billed with 00140. Wien billing, the provider nust docunent the nature of the
energency, the area and/or tooth involved and the specific treatnment involved
This informati on should be abbreviated and placed in the "Procedure Description”
field of the claimform

ANESTHESI A

The adnministration of general anesthesia or intravenous (parenteral) sedation
will be reinmbursed in conjunction with surgical and restorative procedures when
performed by a qualified dentist who is certified in dental anesthesia by the New
York State Education Departnent. The cost of analgesic and anesthetic agents
(e.g., oral conscious sedatives) is included in the reinbursenent for the denta

service. The administration of nitrous oxide, with or without |ocal anesthetic,

but wthout other agents, is not reinbursable. Reinbursenent for genera

anest hesia, intravenous (parenteral) sedation and anesthesia tine is conditioned
upon neeting the definitions |isted bel ow

Cener al Anesthesia is defined as a controlled state of unconsciousness,
acconpanied by a partial or conplete |loss of protective reflexes, including |oss
of ability to independently maintain an airway and respond purposefully to
physi cal stimulation or verbal command.

Intravenous (parenteral) sedation is defined as a controlled state of depressed
consci ousness that is produced by the adm nistration of medication intravenously,
i ntramuscul arly or subcut aneously.

Intravenous (parenteral) conscious sedation is defined as a mninally depressed
| evel of consci ousness produced by the administration of nedi cati on
i ntravenously, intranuscularly, or subcutaneously in which the patient renains
conscious, retains the ability to breathe continually w thout assistance and
retains the ability to respond neaningfully to verbal commands and physica
stimuli.

Anesthesia Time is defined as the period between the beginning of the
adnministration of the anesthetic agent and the tinme that the anesthetist is no

Il onger in personal att endance. Rei nbursement for general anesthesia or
intravenous (parenteral) sedation is dependent upon anesthesia tine. Since
anesthesia tine is divided into units for billing purposes, the nunber of such

units should be entered in the "Tines Perforned" field of the claim form for
procedure codes 09220-09242. The first 30 minutes of anesthesia tine is billed as

one unit using the appropriate code (either 09220 or 09241). If the procedure
requires nore than 30 minutes of anesthesia tine, additional tine is billed in 15
mnute units (one unit = 15 mnutes) using the appropriate code (either 09221 or
09242).
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09220
09221

09241

09242

09310

Consultation is defined as advice and counsel
is provided at the request of the attending dentist in

ANESTHESI A (conti nued)

General anesthesia — first 30 m nutes
General anesthesia — each additional

15 m nutes

I ntravenous sedation/analgesia — first 30
m nutes (parenteral sedation)

I ntravenous sedati on/ anal gesia — each

addi tional 15 minutes (parenteral sedation)

PROFESSI ONAL CONSULTATI ON

Consul tation (diagnhostic service provided
by dentist or physician other than
practitioner providing treatnment)

Fee

$159. 00
58. 00
159. 00

58. 00

87.00

from an accredited specialist which
regard to the further

managenent of the case by the attending dentist. A consultation also occurs when

a health practitioner in another discipline (e.g. a physician)

advice and counsel of any dentist in regard to the
further nanagenent of the case.

I f

the consultant provider assunes the managenent of

consul tation, subsequent services rendered by that
rei nhursed as consultation. Referral for diagnostic aids (including radi ographs)
does not constitute consultation but is reinmbursable at the listed fees for such

requests the

referring practitioner’s

the patient after the
provi der

will not be

services. Consultation will not be reinbursed if clained by a provider within
ni nety days of an exam nation (00120 or 00160) or an office visit for observation
(09430) . To expedite review, indication of the referring provider nust be
i ncl uded

PROFESSI ONAL VI SI TS

87.00

those individuals

09410 House/extended care facility cal
Per visit, regardless of nunber of patients seen (to be added to fee for
service). Fee for service reinbursenent will not be nmade for

who reside in facilities where dental

services are included in the facility rate.

Rei nmbur senent should be sought from the facility (see Section 2.2.6.8). The fee

for a home visit represents the total extra charge pernmitted, and is not
applicable to each patient seen at such a visit. Includes visits to long-term
care facilities, hospice sites, or other institutions.

09420 Hospital call 87.00
Per visit, per patient (to be added to fee for service). This service will be

recognized only for professional visits for pre-operative or
Post-operative visits are not reinmbursable when related
assi gned followup days.

provi ders

09430

Rei mbursenent includes the prescribing of nedications and
limtations noted for

O fice visit for observation (during
regul arly schedul ed hours) — no other
servi ces performed

operative care.

to procedures wth

Hospital calls are not reinbursable for

hospi t al - based

21. 00

is subject to the

consultation and is linmted to two instances per clinical

epi sode. First, an orthodontist may nonitor the status of an orthodontic patient
active orthodontic

following an authorized phase or after the conpletion of
Secondly, the wevaluation of a non-referred
treatment is not indicated is linmted to the follow ng providers:

treat nent.

recipient for whom

pedodonti st s,

endodonti sts, prosthodontists, oral and maxillofacial surgeons and maxill of aci al
prost hodonti st s.

Dent al

Servi ces
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Fee
PROFESSI ONAL VI SI TS (conti nued)

09440 Ofice visit - after regularly schedul ed $29. 00
hour s

To be added to fee for service. This service is reinbursable only when requested
and provi ded between 10:00 p.m and 8:00 a.m for energency treatnent

DRUGS
09610 Therapeutic drug injection BR

M SCELLANEQUS SERVI CES

09920 Behavi or nmanagenent (OVRDD cli ent 29. 00

identification formrequired)

This is a per visit incentive to conpensate for the greater know edge, skill,
sophi sticated equipnment, extra tine and personnel required to treat this
popul ation. This fee will be paid in addition to the normal fees for specific
dental procedures. For purposes of the Medicaid program the developnentally
di sabl ed popul ation (OVRDD Cients) for which procedure code 09920 nmay be billed
is limted to those who receive ongoing services from conmmunity progranms operated
or certified by the New York State O fice of Mental Retardation and Devel opnent al
Disabilities (OVWRDD). These include, anpong others, famly care prograns, prograns
operated directly by the State and prograns operated by agencies such as
Association for Retarded Children (ARC's) and private schools. To identify
patients who are eligible for services billed under MMS procedure code 09920,
OVRDD has provided these individuals with special identification forns. In order
to ensure the proper use of this procedure code, a copy of the conpleted OVRDD
client identification letter nust be attached to each claim subnmitted to MMS
under procedure code 09920. You should maintain a copy of this form with the
patient's record.

09940 Ccclusal guard 145. 00
Rermovabl e dental appliances which are designed to minimze the effects of bruxism
(grinding) and other occlusal factors
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